In a country like Uganda where syphilis is common, yaws occurs, and many of the diseases known to cause false positive Wassermann reactions (such as malaria, leprosy, relapsing fever, smallpox vaccination, trypanosomiasis, lymphogranuloma venereum, and infectious hepatitis) exist, it seemed desirable to obtain some background information about the frequency of positive serological tests for syphilis in the general population in order that the results of tests on individual patients might be evaluated.
As the Treponema pallidum immobilization (TPI) test was not available, the validity of the Wassermann reaction (WR) was assessed against the Reiter protein complement-fixation (RPCF) test. Personal experience in Great Britain had shown that the majority of sera giving a positive WR but a negative RPCF test also have a negative TPI test, and a large series of tests has shown the RPCF test to be highly specific (Sequeira 1960) . For the purpose of this study a positive WR unsupported by a positive RPCF test is regarded as a biological false positive (BFP) reaction. As was anticipated, BFP reactions occurred with a considerable proportion of sera tested and this paper is mainly concerned with an investigation of the cause of these reactions. Table III shows the results of tests on 475 patients with leprosy, of both lepromatous and tuberculoid types and of variable duration. Table IV shows the number of lepromatous and tuberculoid cases respectively giving BFP reactions. (Cannefax, Ross, and Bancroft, 1959; Nelson, 1952; Daguet and Languillon, 1961) . Our findings confirm the high frequency of BFP reactions in leprosy cases, the overall incidence being 22 per cent. But it is doubtful whether BFP reactions are more frequent amongst them than in the general population of Uganda, their incidence falling between that of two normal populations, Kampala (17 per cent.) and Kabale (33 per cent.).
Material and Methods
Most reports indicate that BFP reactors are more common in lepromatous than in tuberculoid leprosy (Edmundson and others, 1954; Daguet and Languillon, 1961) , but this does not seem to be true in Uganda, where the BFP rate for lepromatous leprosy was 8 per cent. and for tuberculoid leprosy 23 per cent. However, as has been shown, age is a most important factor affecting the BFP reactor rate, and many of our cases of tuberculoid leprosy were children, the average age being 26 years as opposed to 33 years for the lepromatous cases, and this may account for the higher incidence of BFP reactors rather than the type of the disease.
(b) Malaria is. stated to cause BFP reactions, possibly in 100 per cent. of cases (Sequeira, 1960) . This disease is very common in Uganda although the incidence of infection varies very much in different parts of the country.
Malaria might therefore, be expected to be an important contributory cause to our high BFP reactor rate. In our attempt to assess this we tested 84 samples of serum with a known malaria antibody titre and have found an increasing proportion of BFP reactors with increasing titres of malaria antibody. Malaria may therefore cause some of our BFP reactions. However, the very high BFP reactor rate in the population of the non-malarious Kabale area, a sample of whom were shown to have no malaria antibody, suggests that it is not a major cause.
(c) Vaccination against smallpox is said to cause a BFP reaction in 20 per cent. of cases (Sequeira, 1960) . During the period of this investigation there was an outbreak of smallpox in Uganda and we did not appreciate until late in our investigation that widespread mass vaccination campaigns were being carried out. We are, however, able to offer a little evidence as to the importance of vaccination as a cause of BFP reactions. The vaccination campaign in the Kabale area had been particularly thorough, and questioning of a random sample of 200 hospital out-patients revealed that 80 per cent. had been vaccinated within the last 3 months. In 86 cases from whom we took a blood sample we also inquired whether or not they had been vaccinated within the past 3 months and we examined those who answered in the affirmative for evidence of a recent vaccination scar. The numbers involved were small but there is no striking difference in the BFP reactor rate between the vaccinated with a recent scar and the unvaccinated. The average age of the people involved was very similar. Moreover vaccination was carried out fairly uniformly on the population and, in particular, all our leprous patients had been recently vaccinated, and yet there is still the strikingly different incidence of BFP reactions with age.
Our evidence with respect to leprosy, malaria, and vaccination as causes of BFP reactions is equivocal. Our most interesting finding is that the BFP reactor rate varies with age, being highest in children. It 
